
REPORT ON PROGRESS IN SURGERY.
BY H. L. BURRELL, M.D., AND H. W. CUSHING, M.D.

TREPHINING IN CASES OF HAEMORRHAGE FROM THE
MIDDLE MENINGEAL ARTERY, WHERE THE SKULL
OR SOFT PARTS ARE UNINJURED.

In the past three years, Krönlein * has opened the
cranial cavity for haemorrhage from the middle menin-
geal artery and resulting haematoma in four cases
where neither wound of the skin, nor fracture of the
skull existed.

The diagnosis was correctly made in every case. In
each instance there was found a marked supra-dural ex-
travasation in the region of the arteria meníngea media.
Two patients recovered. Cerebral haematoma may
be (a) diffuse, or (b) circumscribed. Of the latter
(b), Krönlein makes the following classification, ac-

cording to the seat of haemorrhage :
First. Haematonia media, or tempero-parietale, of

the middle cerebral fossa (a region supplied by the
trunk and anterior or posterior division of the arteria
meningia media) due to hiemorrhage from the anterior
branch of the anterior division.

Second. Haematonia posterius, or parieto-occipitale
— parietal eminence  — due to haemorrhage from rup-
ture of the posterior branch.

Third. Haematoma anterius, or fronto-parietale
—frontal eminence.

The tempero-parietal region is the mqpt common
seat of injury (a) from the vulnerability of the region,
(b) from the size and number of vessels, it being the
seat of the trunk and the main branches. All haema-
toma are accessible at the anterior inferior angle of the
parietal bone, with the exception of the circumscribed
ones of the parieto-occipital region. If the haematoma
is not found here, the parieto-occipital region must be
explored, and the point for trephining is under the
parietal eminence. Krönlein's indications for surgical
interference are symptoms of cerebral compression, and
his rule for locating the points for operation are as
follows :

(1) A line called the horizontal line of the skull,
namely, one passing from the infra-orbital border to
the external auditory meatus.

(2) A horizontal line parallel with the above, and
projected backward from the supra-orbital ridge. Both
points of operation are in this line.

(a) The anterior ; three to four cm. posterior to the
zygomatic (ext. angular) process of the frontal bone.

(b) The posterior ; at the point of intersection of
the above horizontal lines, and one projected vertically,
from a point just posterior to the mastoid process.

Krönlein claims that a double operation is indicated
not only in cases where a single perforation fails to
find the seat of extravasation, but also in cases of
diffuse haematoma, since the clot can be more com-

pletely removed, and also a better opportunity afforded
for drainage, should such be necessary.
CONTROLLING BLEEDING DURING EXCISION OF THE

TONGUE.

Mr. Jordan Lloyds describes a method of controlling
bleeding from the tongue during partial or complete
excision. The patient is placed under ether, a gag ad-
justed, the left index finger is carried well to the bottom

1 Deutsche Zeitschrift, für Chir., 1886, xxiii, Heft 3-4.

-

London Medical Record, May 15, 1886, p. 202.

of the glosso-epiglottidean pouch, defining clearly the
hyoid bone with its cornua, the front of the epiglottis,
and the back of the root of the tongue. A stout, long, well-
curved, mounted needle, threaded with medium-sized
whipcord, is entered from the front of the neck, in the
middle line, immediately above the hyoid bone ; one
feels for the point ot the needle with the left finger, as
the instrument is pushed through the root of the
tongue. In this way, the epiglottis is protected from
injury, and nothing more than the lingual tissues are

transfixed, then hook up the loop of thread with the left
finger, and pull it well through and out of the mouth.
Withdraw the needle, liberate the thread from it, and
cut through the loop. Now enter the empty needle at
the same point of puncture, through the skin only, and
pass it subcutaneously to the right, until its point is
opposite the upper border of the root of the great
cornu. Care must be taken to keep just undi•: ; he
skin, and so avoid the lingual artery. Now turn ihe
point inwards above the great cornu, so as to enter the
bottom of the side of the pouch, and feel for the point
of the needle with the finger. Thread one of the
ends of the cord, which is in the mouth, through the
needle, aud withdraw. This casts a loop around the
right half of the tongue. The left half may be dealt
with in a similar manner.

TREATMENT OF AORTIC ANEURISMS BY THE INSER-
TION OF WIRE.

Ransohoff 3 reports a case treated by the introduc-
tion of ninety-six inches of silver wire into a sacculated
aneurism of the ascending aorta ; the result was tem-
porary improvement, followed by death in a month
from the time of operation. There have been fourteen
cases reported in which this method of treatment has
been applied, all terminating fatally, except in Stim-
son's case, where the result was negative.

Dr. Ransohoff thinks that there are ample reasons
for repeating the operation in suitable cases. In the
first place, death has in no instance ensued during the
operation, although the possibility of such an occur-
rence is conceded. In four cases, death followed on
or before the fifth day after the operation, so that in
only thirty per cent, of the cases can death be attributed
to the operation itself, while in the remainder it is in
no way dependent upon it. The post-mortem reports
show that coagulation almost invariably took place in
the sac ; the clot was found laminated and often ad-
herent to the sac wall. Life was sustained for periods
varying from three weeks to as many months from the
date of operation. It should never be resorted to in
aneurisms of peripheral vessels when so many safer
methods are at command ; nor is it admissible in in-
ternal aneurisms until all ordinary therapeutic measures
have been fairly tried. Practically, as a last resort in
such cases, it has undoubtedly lengthened life, and it
is far from improbable that, if often adopted, a perma-
nent recovery will occasionally be obtained in cases
that are hopeless without it. The subject of the treat-
ment of aneurisms by the introduction of filiform mate-
rial was discussed at the Royal Medico-Chirurgical
Society.4 The general opinion seemed to be that such
a measure must be regarded as a last resort. Mr.
Holmes was in favor of the employment of a less rigid
material than wire, instancing catgut and horse-hair,
of which he thought the latter the better.

3 Medical News, May 29,1886, p. 597.
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MODE OF FRACTURE OF THE FIRST RIB ALONE.

The mechanism of this injury is considered by W.
Arbuthnot Lane.5 He considers that it may be frac-
tured by force applied directly to the seat of fracture
when this is in the posterior portion of the rib. The
direct force required to break the first rib at this point
must of necessity be great,'and would probably also
fracture the scapula. It may be broken by force ap-
plied to the manubrium. This is a more probable
means than the first, as the first rib and cartilage are

closely connected to this bone. However, on account
of the great obliquity of the first costal arch, force ap-
plied to the manubrium would be much more likely to
produce fracture or dislocation of the sternum than
fracture of the first rib or cartilage alone. The most
likely way Mr. Lane considers to be that the first rib
is broken by force transmitted to it through the clavi-
cle. In a paper,6 " One Mode of Fracture of the
Sternum," he showed the immense leverage exerted
by the clavicle on the anterior portion of the first rib
when force is applied in a vertical direction to the
shoulder or outer end of the clavicle. Mr. Lane con-
siders that he proved that the force so transmitted by
the clavicle tended to fracture of itself (probably the
common result), the rib, the first costal cartilages, one
or both, and to fracture or dislocate the sternum at
the junction of the manubrium and gladiolus ; in fact,
to break the costal arch, which consists of the first two
ribs with their cartilages and the manubrium, or tear
it away from the gladiolus.
LAPAROTOMY IN THE TREATMENT OF PENETRATING
WOUNDS AND VISCERAL INJURIES OF THE ABDOMEN.

Rarely do we come across a more practical paper
than that contributed by F. S. Dennis,7 on the above
subject. The paper and discussion deserves careful
attention from every surgeon and we append some of
the conclusions. Dr. Dennis considers that penetrat-
ing stab wounds of the abdomen are less fatal than
penetrating gunshot wounds. That if the stab wound
has injured the intestines or any abdominal organ or
if any doubt exists, laparotomy is indicated. Lapa-
rotomy offers no great additional danger to the patient
if properly performed under the strictest antiseptic
precautions. The enlargement of the original wound
for an examination of the peritoneal cavity will not
enable the surgeon to exclude in all cases faecal ex-

travasation, perforation, volvulus or haemorrhage. The
size, shape, character and velocity of the bullet, the
attitude of the patient, the kind of weapon used to
produce a stab wound, seem to influence the question
of laparotomy.

If there is any value in abdominal section, it should
be promptly performed, irrespective of the facts con-
nected with the penetrating abdominal wound. Fatal
haemorrhage from the large venous trunks in the ab-
domen may occur, and this haemorrhage not be dis-
covered until the peritoneal cavity is about to be
closed. The sutures, if properly applied, will close
the perforation in every case, no matter how lacerated
these wounds are. The sutures will close the wound
in case of resection of the gut, so that no leakage
will occur if water is forced through the sutured intes-
tine. The success of laparotomy is to be attained
where every arrangement is complete and perfect.

« Trans. Path. Soc. 1885, 36, p. 327.
» Trans. Path. Soc, 1884.
' Med. News, 1886, vol. 68, pp. 225, 253.

Everything depends upon the preparation which is
made for this operation, and the antiseptic conditions
under which it is performed. Shock, perforations,
and the resections of injured parts of the canal, are all
important steps in this operation.

Dr. Dennis further believes that in the present un-
settled state of opinion, it would seem best not to per-
form this operation in medico-legal cases without the
full sanction and support of a consultation.
DANGER OF GANGRENE TO THE INTESTINE INCURRED

BY SEPARATION FROM ITS MESENTERY.

D. G. Zesas,8 in an interesting article, has published
the results of his experiments (on this subject), with
a brief résumé of the most recent investigations. His
observations show that the vitality of the intestine is
dependent upon the integrity of the vascular system
at its mesenteric attachment. This cannot be injured
without great danger of gangrene resulting from inter-
ruption of nutrition. Separation, on the other hand, of
the mesentery not less distant than two to three cm. is
comparatively harmless, since the abundant anasto-
nosis distally situated protect the intestine from inter-
ference of nutrition without difficulty. His conclu-
sions are :

(1) That portion of intestine must always be re-
sected which has been separated from its mesentery at
its point of attachment to the gut, for gangrene is in-
evitable.

(2) Resection is not necessary (of the separated
tract) when the point of separation is two to three
cm. distant from the intestinal attachment.

(3) The greater the extent to which the intestine is
separated the greater the danger of gangrene.

(4) In transverse sections of the intestine the mes-
enteric separation should be avoided beyond the line
of division ; or danger of gangrene occurs.

(5) Small and large intestine tolerate equally well
a distant separation from their mesenteria.
EXTIRPATION OF RECTUM FOR HIGH-SEATED CAR-

CINOMA.

Ordinarily cases of carcinoma of the rectum whose
upper border cannot be reached by examination per
anuni, and in which infiltration has fixed the adjacent
tissues are considered beyond surgical interference.

The limited field of operation available to the sur-

geon even after removal of the coccyx, has caused the
removal of these tumors to be exceedingly difficult
and uncertain. Kraske9 has attempted to enlarge
the field of operation by a partial excision of the sac-
rum. After preliminary dissection on the cadaver to
demonstrate the practicability of his proposed opera-
tion he extirpated the rectum in the living subject
successfully in the following manner : With the pa-
tient lying on the right side an incision is made in
the median line from the centre of the sacrum to the
posterior border of the anus, through the soft parts to
the bone. The left gluteus muscle is dissected from
its insertion to the lower portion of the lateral border
of the sacrum—the coccyx is excised; then the ex-

posed greater sacro-sciatic ligament (tuberoso-sacrum)
and the underlying lesser ligament (spinosa-sacrum)
close to their attachment to the sacrum are divided.
The edges of the incision are separated by retractors.
The left border of the sacrum is then chiseled away

8 Archiv, für Klin. Chirurgie, Bd. 33, H'ft 2.
» Archiv, für Klin. Chirurg., xxxiii, H'ft 3. The Boston Medical and Surgical Journal as published by 
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along a curved line (concavity to the left) commencing
at a point on a level with the third posterior sacral
foramen passing through the lower border of the same
foramen and continued downwards and inwards to the
left inferior sacral cornu. No regard is paid to the
posterior division of the sacral nerves. The anterior
division of the fourth and fifth nerves are divided but
not of the third. After the remaining soft parts covering
that portion of the rectum thus exposed are divided,
the patient is placed in the lithotomy position with pel-
vis well elevated. The lower end of the rectum
divided at the anus or at the lower border of the dis-
ease

—

the sphincter is often saved
—

the intestine can
be isolated to the sigmoid flexure with considerable
ease and accuracy. Of the structures involved the in-
sertion of theglutaiuo—the sacro-sciatic ligaments —

the posterior branches of the third, fourth or fifth
sacral nerve, result in no essential disturbance of
function. The anterior branch of the third sacral,
which is an important part of the sacral plexus is not
injured, nor is the sacral canal opened.

The peritoneal cavity if opened by high section of
the rectum is closed by suturing. The wound is
packed with iodoform gauze after draining the perito-
neal cavity.

TREATMENT OF THE PERITYPHILITIC ABSCESS.

In a paper contributed to the Practitioner's Society
of New York I0 Dr. W. T. Bull calls attention to the
vital necessity of an early needle exploration of perity-
philitic abscesses followed by the immediate evac-
uation of pus. The question in these cases is to deter-
mine when pus has formed. Dr. Bull records a case
in which a perityphilitic abscess was opened forty-
eight hours after the symptoms became acute and the
patient took to bed. He considers that the thorough
exploration with the needle and hypodermic syringe is
imperative in these cases. He uses a good sized needle
(No. 3 or 4 of the French scale of urethral instru-
ments) and a " tight " syringe. He considers the
punctures harmless ; and, not only would he aspirate
in the iliac fossa but considers that one should
also puueture through the lumbar region, with the
needle, passing it downward and forward towards the
middle of the iliac fossa, when punctures directly into
the fossa or the tumor occupying it are fruitless.

Dr. John Homansu reports a case in which he
operated upon a perityphilitic abscess within forty-
eight hours of the doctor's first visit. He could not
find a dull place in which to pass a needle aud so dis-
sected down through the locality. If he had passed a
needle in he would have perforated the bowel four
times before the needle would have reached pus. The
patient recovered. From these recorded cases, early
exploration of acute perityphilitis becomes imperative
to the surgeon.

NEPHRECTOMY.

Samuel W. Gross in a paper considering the " Indi-
cations and Contra-Indications " for this operation 12

has made a valuable addition to this interesting sub-
ject. Of two hundred and thirty-three cases of extir-
pation of the kidney which he has collected he finds a

mortality of 44.63 per cent. Of the entire number,
two hundred and thirty-three, one hundred and eleven
by the lumbar incision indicate a mortality of 36.93

io Medical Record, March 6,1886, p. 265.
11 New York Medical Record, May 1,1886, p. 496.
" Tr. Am. Surg. Assoc, 1885, III, 109-124.

per cent., while of one hundred and twenty by the
ventral incision 50.83 per cent., died. This makes the
fatality of the abdominal operation greater by 13.90
per cent, than that of the lumbar operation.

Dr. Gross after carefully analyzing the facts that he
has collected, feels justified in formulating the follow-
ing propositions :

First. That lumbar nephrectomy is a safer operation
than abdominal nephrectomy.

Second. That primary extirpation of the kidney is
indicated, first, in sarcoma in adult subjects , secondly,
in benign neoplasms at any age ; thirdly, in the early
stage of tubercular disease ; fourthly, in rupture of the
ureter ; and, lastly, in urétera! fistula.

Third. That nephrectomy should not be resorted to
until after the failure of other measures, first, in sub-
cutaneous lacerations of the kidney; secondly, in pro-
trusions of the kidney through a wound in the loin ;
thirdly, in recent wounds of the kidney or of the
ureter, inflicted in the performance of ovariotomy,
hysterectomy, or other operations ; fourthly, in suppu-
rative lesions ; fifthly, in hydronephrosis and cysts ;
sixthly, in calculus of an otherwise healthy kidney ;
and, finally, in painful floating kidney.

Fourth. That nephrectomy is absolutely contra-
indicated, first, in sarcoma of children ; secondly, in sar-
coma at any age, unless, perhaps, the disease can be '

diagnosticated and removed at an early stage ; and,
thirdly, in the advanced period of tubercular disease.

Le Dentu13 considers the operation to be contra-
indicated in the following cases :

(1) Sarcoma in children.
(2) Carcinoma except in cases of early diagnosis.
(3) Advanced tuberculosis.
(4) Other affections. Pyo and hydronephrosis.

Also ren mobilis which has resisted all other therapeu-
tic attempts.

He describes two operations.
(1) Extra peritoneal.
(2) Intra (or more properly named) trans perito-

neal. This has a very limited field only, and is to be
performed in cases of wandering kidney with a thin
pedicle and of large hydronephrosis or neoplasms which
project far between the peritoneal folds. But in such
cases it is doubtful if any operation would be justifi-
able. In describing the operation the full details are
of value.

I. EXTRA PERITONEAL OPERATION.

The position recommended for the patient as most
satisfactory is one half between prone and lateral de-
cubitus resting on a firm pillow placed between the
thorax and pelvis so as to give as large a field for
operation as possible. It is also most favorable for
forcing the tumor into the wound if required.

The use of the thermo-cautery to control haemorrhage
is discountenanced. It is claimed to interfere with
a rapid recovery, and is inefficient to stop haemorrhage
except that from small vessels.

Incision. Is varied with each case butin general one

vertically downwards from the eleventh to twelfth rib
to the iliac crest is recommended. This can be prolonged
backward at its superior end or forward at its inferior,
if a larger incision is required. (Czerny, Clement
Lucas). The tip of the twelfth rib is the only portion
of the thoracic border which can be resected without
danger of injury to the pleura.

13 Technique de la nephrectomie. Revue de Chir., 1886, No. 1 & 2. The Boston Medical and Surgical Journal as published by 
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Enucleation. When the capsule is found adherent
to important structures or organs, it is incised along
the greater curvature of the kidney and the organ
enucleated through the incision.

Pedicle. Is best ligated en masse with silk or cat-
gut ligatures, which can be reinforced with an elastic
ligature if necessary. By temporarily securing the
pedicle with a clamp the tumor can be removed and a
convenient space obtained to permanently ligate it.

Treatment of the wound. If the extirpation has
been complete the wound can be drained and closed.
When the removal has been partial it is advised to
pack the wound with antiseptic gauze and to allow it
to close by granulation.

The emergencies which can occur arc :

Wounds of the pleuro-peritoneum or intestines.
These should be sutured at once.

Haemorrhage. If the bleeding vessel cannot be seen
the pedicle should be secured as rapidly as possible.
Parenchymatous bleeding is rare and controlled by
packing.

II. INTItAPKRITONEAL OPERATION.

Incision. (" Langenbuch's"). At the outer border
of the corresponding rectus muscle. The incision of
the posterior layer of peritoneum is made externally
.to the mesocolon.

Pedicle. Is to be ligated previous to enucleation to
diminish the danger of haemorrhage.Treatment of the wound. The cavity resulting from
the operation should be drained posteriorly through a

lumbar incision and the wound of the peritoneum then
closed.

(To be continued.)

ReportsofSocieties.
MASSACHUSETTS MEDICAL SOCIETY.

SUFFOLK DISTRICT.
SECTION FOR CLINICAL MEDICINE, PATHOL-

OGY AND HYGIENE.1
ALBERT N. BI.OOGKTT, M.D., SECRETARY.

Dk. H. C. Haven read a lengthy and elaborate
paper on

THE ETIOLOGY AND TREATMENT OF SUMMER DIAR-
RHŒA OF INFANTS.

Dr. Buckingham said that the paper of Dr. Haven
is a hard one to discuss without having it before one,
because it deals largely with statistics. He agreed
with it, that in estimating the value of children's foods,
great consideration should be paid to other factors, and
that a child with good hygienic surroundings and com-

paratively poor food, will often thrive more than an-
other child with better food but poorer surroundings.
He was glad that Dr. Haven had emphasized this fact
because it is so often ignored by writers on the sub-
ject.

It is certainly rational as is stated by the writer,
when constructing an artificial food, to copy as nearly
as may be the natural food of the child. He was un-

able, however, to agree with Dr. Haven, if he had
understood him rightly, that the food need not vary
in strength with the age of the child ; for although it
may be true that the mother's milk does not vary from

1 Concluded from page 31.

month to month, a matter about which he expressed
no opinion, yet he believed it to be a clinical fact that
many children do not digest so undiluted a food at
birth, as the}- can a few months later, even of a kind
on which they do reasonably well when it is diluted.
He furthermore disagreed with the reader as to the
clot being of no importance.

The speaker had had no experience with some of
the foods studied by Dr. Haven, but had for some

years used mostly a mixture of milk and cream,
sweetened, made alkaline and more or less diluted.
This he had used both in private practice and else-
where ; largely in the children's room of the Boston
Dispensary, and with increasing confidence. The ob-
jection to cream on the ground of expense and of its
greater age, he had obviated by having the milk stand
a half hour or an hour, and then pouring from the top
as much as may be wanted for the day's use. Of
course the value of this course depends on a certain
reliability on the part of the milkman : but the method,
which is not original with him, does often give practi-
cal results, even when used in dispensary practice in
this city. The suggestion of the reader that the salts
in milk play an important part ma)' prove true. It is
certainly rational to suppose so. Practically he had
himself used the alkaline bicarbonates for making
milk alkaline ; but had changed to lime-water, at first
in dispensary practice, on account of its greater con-
venience, aud afterward in private practice, using half
as much lime-water as milk, and further diluting with
water if he thought proper. He had not seen any dif-
ference iu the result.

It is interesting to observe that Dr. Haven got
110 starch reaction in the faeces of babies into whose
food barley water entered, thus bearing out the
statements of physiologists that the parotid has com-

monly, though not always, a diastatic power at birth.
When we remember the further results of the labora-
tory, that the pancreas has no such power for two or
three months, although to this rule also, there are ex-

ceptions, we can understand that the reader's results
are in no way incompatible with the common clinical
experience that where starch enters largely into
babies' food, the result is often disastrous. The
reader's statement that barley contains in itself some
diastatic power was of interest.

Dr. Bennett F. Davenport spoke of the
PHYSICAL AND CHEMICAL QUALITIES OF ORDINARY

COWS' MILK.

and added : The question of the age of the milk which
is given to our city children, I consider as of very
much greater importance than it is usually deemed by
physicians. There is no fluid that I know of which is
a more rapid absorbent of foul odors of all kinds, or
which offers a more fertile field for bacterial growths.
Yet most of the milk, even when just delivered to the
consumers in this city is already in its third day of
age, and has been exposed to a probability of contam-
ination so great that I very much wonder that it does
not become downright soured before the time of the
next daily delivery. Very much of it is but very little
short of this stage. I am firmly persuaded that it is
to this changed condition in the milk, to which cityfolks have become so accustomed, as to consider it the
proper and natural condition, that a very large pro-
portion of the summer diarrhoea, and the resulting
mortality among the children in our cities is due. If
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